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MR. PRESIDENT AND GENTLEMEN,-All of us are brough1
at times into contact with cases of goitre and although
in most instances the disease presents little or no diffl-

- culty as regards either diagnosis or treatment, yet occa-

sionally we meet with cases that present the greatest
difficulties in both respects. An accurate diagnosis of the
exact nature of a goitre is essential before a correct opinion
can be expressed as to prognosis and to the treatment that

should be recommended. No one who has seen a very early
-case of malignant disease of the thyroid can doubt that
diagnosis may occasionally present great difficulties. No
one who is suddenly brought face to face in the middle of
the night with the patient suffering from acute suffocating
,goitre can doubt that efficient treatment is not always so
easy as we should like it to be. No one who has had to
remove a deeply-seated goitre from behind the sternum of a
patient who is in imminent danger of suffocation can doubt
,that the operative difficulties of thyroid surgery may be very
considerable. All these have happened to myself and, I
- doubt not, to many of you, and any or all of them may
happen to any of us.

For purposes of discussion I propose to divide all thyroid
swellings into four groups-(l) parenchymatous (bilateral)
.goitre ; (2) encapsuled tumours (solid and cystic) ; (3) ex-
ophthalmic goitre ; and (4) malignant disease-and to dis-
ouss each of them separately as regards both diagnosis and
’treatment.

I.&mdash;PARENCHYMATOUS (BILATERAL) GOITRE.
The parenchymatous goitre, the common goitre of young

people, is a disease of the whole gland and therefore it
.affects all parts equally. It causes a bilateral uniform

swelling, the thyroid nature of which rarely admits of any
"doubt. Its situation, its shape-preserving as it does the
horseshoe shape of the normal gland-and the fact
that it moves with the larynx on deglutition, prevent
it from being mistaken for any non-thyroidal swelling.
The only other thyroid swelling that presents all these
-characters is the goitre of Graves’s disease (of which I shall
speak presently) and certain very rare forms of inflammation
and of malignant disease. Both of the latter usually have
very distinct characters of their own. If the parenchymatous
- enlargement, however, be extremely slight it may be a little
,difficult to detect, especially if the patient be at all fat.
The best method of detecting very slight enlargements of
the gland is to place the finger and thumb on either side of
the lower part of the larynx and to direct the patient to
swallow. As the larynx rises it draws the thyroid gland up-
wards between the finger and thumb, which are thus enabled
to judge of its exact size. Occasionally a thyroid gland is i

pushed forwards by some swelling behind it and may thus 1
appear to be enlarged when it is not really so. Thus a few 1
months ago a middle-aged woman was sent to me on account 1
of a slight swelling at the lower part of the front of the neck; 1
it had been noticed for several months and was supposed to 1
be a small goitre. There was also a history of dysphagia. (

On examination the thyroid gland was found to form a well- r

marked, vi-.ibte, and easily palpable swelling which moved 2
on swallowing, but further investigation showed that behind a

the thyroid was a much deeper spelling which did not move
on deglutition and which had displaced forwards the thyroid i
gland itself. It was a carcinomatous tumour of the pharynx g
and oesophagus, easily recognised by its extreme hardness n

and by examination of the interior of the throat. e
A parenchymatous goitre is usually soft, but it is well to p

remember that it may also be exceedingly hard, so hard as c
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to lead to mistakes in diagnosis. This hardness may be due
in young adults to mere excess of thyroid secretion, which
fills up all the vesicles so tensely as to cause the whole gland
to feel like a piece of wood. This kind of goitre is often
associated with very severe dyspnoea and therefore it is well
to remember that energetic treatment with iodine or thyroid
extract will usually cause absorption of some of the secretion,
softening of the gland, and relief from the dyspnoea.
Parenchymatous goitres tend as they become old to

undergo various secondary changes, one of the most im-

portant of which is fibrosis. The connective tissue between
the vesicles develops at the expense of the latter. This

process may extend so far that eventually the whole gland
presents little more than a mass of fibrous tissue. This
extreme degree of fibrosis is, however, rare and is, I believe,
never met with except in elderly people. Goitres in young
people, however hard, are never composed to any large
extent of fibrous tissue. I have often seen hard bilateral
goitres in young people which had been diagnosed as
’’ fibrous " but they have invariably proved to be parenchy-
matous goitres tensely filled with secretion.
The most extreme degree of hardness is met with in those

goitres which have actually become calcified. Fig. 1 shows

FIG. 1.

An old goitre from a woman, aged 87 years, who died from
sarcoma of the skull. It is composed chiefly of fibrous
tissue with considerable areas of calcification. Reduced
two-thirds. (Rovat Free Hospital lVtuseum. From a photo-
graph by Miss M. D. French.)

a goitre from a woman, 87 years of age. It is composed
mainly of fibrous tissue and in it are large areas of
calcification.

II.&mdash;ENCAPSULED TUMOURS (SOLID AND CYSTIC).
I come now to the second class of thyroid swellings-that

of encapsuled tumours, solid or cystic. This is an extremely
common form of goitre and certainly one of the most im-
portant from the surgical point of view, since it is that which
is most amenable to surgical treatment. A very large pro-
portion of the common goitres that we see in Switzerland,
:n Derbyshire, in Devonshire, and elsewhere consist wholly
)r partly of encapsuled tumours, adenomata which have

leveloped in the substance of the gland. They may be
compared to the common adenomata of the breast or to the
mcapsuled fibroids of the uterus. These thyroid adenomata,
Jomposed at first of tissue closely resembling that of the
,hyroid gland in which they lie, have a remarkable tendency
o undergo secondary changes. They tend, on the other hand,
o soften and to break down in the centre. The solid portions
gradually melt away and disappear until the original solid
,denoma has become converted into a cyst. On the inner
vall of such a cyst traces of the original solid adenoma may
ften be seen adhering. Such is the origin of the vast

majority of thyroid cysts, although it must be admitted that
small minority of them probably originate in another way
nd are not derived from pre-existing adenomata.
Another very common secondary change that is found

i thyroid adenomata is fibrosis, the tumour being
radually converted into a mass of fibrous tissue, in the
meshes of which are buried the remains of the glandular
Lements. If an old adenoma from a middle-aged or elderly
erson be examined it will often be found to contain in its
sntre a star-shaped mass of dense fibrous tissue (see
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Fig. 2). This fibrosis, beginning in the centre, gradually
extends until more or less of the whole tumour has been
converted into a dense, hard mass.

FIG. 2.

A solid adenoma of the thyroid, showing hbrOS1S commencing clin the centre. From a woman, aged 42 years. Reduced five- 
el

sevenths. (Royal Free Hospital Museum. From a photo- be
graph by Miss M. D. French.) is

hi
It is well to remember that these hard fibrous adenomata o]

containing small collections of epithelial cells present under
the microscope some superficial resemblance to a carcinoma a

and I have more than once known perfectly innocent tumours ir
of this kind described erroneously as malignant tumours and p
even published as such. tl
The diagnosis of a thyroid adenoma is usually a very d

simple matter, provided that the tumour is single and of tl
sufficient size to be seen and felt. A swelling which is n

strictly unilateral, involving one or other lateral lobe ex- t

clusively, and which is not inflammatory or malignant, must, n

with certain very rare exceptions, be an encapsuled tumour, a

either cystic or solid-one, therefore, that is capable of p
removal by the operation of enucleation. The diagnosis t
between cystic and solid encapsuled tumours is often a t
matter of great difficulty, although generally not one of
much practical importance, since the treatment is much the I
same in both. A tense cyst or a cyst with hard fibrous I
walls may be as hard as the very hardest solid adenoma. r

On the other hand, I have occasionally known surgeons of i

large experience to make a diagnosis of thyroid cyst from the r

extreme softness and apparent fluctuation, and to find at the t

operation that the tumour was solid throughout. He is a bold, s

and I venture to think a rash, surgeon who ventures to state I
definitely after physical examination of an encapsuled thyroid s

tumour that it is exclusively either solid or fluid. 1

Many unilateral thyroid tumours springing from the lower (

part of one lateral lobe, the commonest seat of thyroid t

tumours, tend, as they grow, to displace the trachea to the
opposite side and to occupy themselves a situation in the
middle line of the neck. Tumours in this situation, if small,
may easily be mistaken for tumours of the isthmus itself, 
which are very rare. If large and occupying a considerable
portion of the neck they may easily simulate bilateral
parenchymatous goitres. They can be distinguished, however,
by careful observation of the exact position of the trachea
and larynx. The strictly parenchymatous goitre never dis-
places these organs from the middle line. The encapsuled <
tumour, springing from one or other lobe, always displaces
them to a greater or less extent towards the opposite side.
The rare tumour of the isthmus does not displace the trachea
but as it necessarily forms a rounded prominent swelling,
not involving the lateral lobes, there is little or no difficulty
in its diagnosis.
A further point of distinction between large encapsuled

tumours situated in the middle line of the neck and

parenchymatous goitres is to be found in examining the
upper border of the swelling. The encapsuled tumour has,
of course, a convex upper border ; the parenchymatous goitre

presents a notch or depression marking the interval between
the two lateral lobes.
Mimed j01’71ls.-Hitherto I have been speaking either of the

purely parenchymatous goitre or of the single adenoma.
The difficulties of exact diagnosis are very much increased
when we come to that very common form of goitre in which
one or more adenomata exist in an otherwise parenchymatous
goitre, or to the equally common form in which the enlarge-
ment consists mainly of multiple adenomata, generally on both
sides of the neck. It is usually a matter of great import-
ance from the point of view of treatment to be able to say
definitely how much of any given goitre consists of

encapsuled tumour and how much of parenchymatous
enlargement. I have already said that a strictly unilateral
goitre is almost- invariably an encapsuled tumour; I

may go further and say that it is almost certain to consist
of a single tumour, for multiple tumours affecting one
lobe only of the gland, the opposite being quite healthy,
are very seldom seen. Multiple tumours almost always
affect both lobes of the gland, although generally to
a different extent. Occasionally two tumours of the same
size will occur in the two lobes, one on either side, and
the resemblance then to a parenchymatous goitre may be
considerable. The diagnosis must then be made chiefly
by the shape of the swelling. The lobe that is enlarged
by parenchymatous hypertrophy preserves its pyriform
shape with the narrow end upwards. The encapsuled
tumour is globular or perhaps oval, never strictly
pyriform. It is frequently possible to detect at the upper
and back part of the tumour a little conical process,
the remainder of the lateral lobe, and this at once gives a
clue to the nature of the case. But strictly symmetrical
bilateral thyroid tumours are very rare. The common case
is that in which one lobe is 1Jwch larger than the other, and
here there is seldom any doubt as to the existence of at least
one encapsuled tumour.

Goitres are sometimes composed of a large number of
adenomata or cysts, of comparatively small size, embedded
in an otherwise parenchymatous goitre like plums in a plum
pudding. If the parenchymatous matrix is small in amount
the tumours may easily be felt ; but sometimes they are
deeply buried in a large mass of parenchymatous tissue. In
the latter case, however, their diagnosis is not a matter of
much importance, as the case will probably have to be
treated as if it were one of pure parenchymatous enlarge-
ment. And here I should like to offer a word of warning
and to say that a purely parenchymatous goitre occasionally
presents a distinctly lobulated appearance. This may suggest
that it is composed of a number of small tumours masked
together when really there are no encapsuled tumours at all.

If the surgeon is in doubt as to the diagnosis between a
parenchymatous and an adenomatous or cystic goitre and is
proposing to operate upon it he will do well, if the case is
not so urgent as to demand immediate operation, to administer
iodine or thyroid extract for a few weeks. The parenchy-
matous goitre or portion of the goitre will probably under
this treatment diminish in size, or at least become much
softer. The tumours will be unaffected and, if embedded in
parenchymatous tissue, will become relatively more evident
as the parenchymatous tissue around them shrinks. Indeed,
before undertaking the enucleation of any thyroid tumour a

. 

course of such medical treatment is often advisable, as the
. tumour is thereby loosened and its enucleation is facilitated.

j III.&mdash;EXOPHTHALMIC GOITRE.

, Of the remarkable disease known as exophthalmic goitre
, I need say but little on the present occasion. It is a sub-
: ject that concerns the physician rather than the surgeon.
1 Structurally this form of goitre differs widely from all others,
, presenting to the naked eye a firm, homogeneous appearance
on section, with no visible vesicles and with little or no
- colloid. The absence of any vesicular or cystic structure
1 and the absence of encapsuled adenomata serve to explain
s the fact that exophthalmic goitre rarely attains a large
size and rarely causes serious tracheal narrowing. Micro-
ascopically it is composed almost wholly of proliferating
’, thyroid epithelium. The diagnosis of a well-marked case
y presents no difficulties at all. In the very early stages,

however, before the exophthalmos has become a notice-
d able feature, the goitre of Graves’s disease may easily be
d mistaken for a simple parenchymatous one. It is very
e important not to make this mistake if any question of

’:, operation is under consideration. The removal of an ex-

’e ophthalmic goitre by operation is undoubtedly a far more
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serious matter than the removal of a parenchymatous goitre
Indeed, the circumstances which would justify such al

operation are in my opinion exceptional. The diagnosis i]
the absence of exophthalmos should depend, I venture t(

think, more upon the general symptoms than upon the loca
.characters of the goitre. The nervous fidgety manner of th(
patient, her restlessness and excitability, the moist skin
besides minor symptoms such as diarrhoea and loca

pigmentation, are of much value in the diagnosis. Th<
nervous symptoms generally form a marked contrast
to the usually rather dull and apathetic manner oj
a patient who is the subject of parenchymatous goitre.
The persistently rapid pulse is, of course, a symptorc
of the greatest importance and if present with a

uniform enlargement of the thyroid should always raise
.a strong suspicion of Graves’s disease. Mere rapidity of

pulse is not enough, however, for the establishment
of the diagnosis in all cases, especially if the goitre be
unilateral and deeply seated in the neck behind the clavicle
or sternum. Goitres in this region are not infrequently
accompanied by a somewhat rapid pulse. On several
occasions on account of dyspnoea I have had to operate upon
such cases in which an erroneous diagnosis of Graves’s
disease had previously been made by others, mainly on the
ground of rapidity of the pulse. Conversely it is well to
remember that Graves’s disease may become superadded to a
previously simple form of goitre, and although the goitre of
.aMe case of Graves’s disease presents always a symmetrical
enlargement of all parts of the gland, yet a previously
existing cyst or adenoma in one lobe may cause the goitre to
assume a markedly asymmetrical shape and perhaps thus
lead to an error in diagnosis.

IV.-MALIGNANT DISEASE.

Malignant disease in a well-marked form when the growth
has already penetrated the capsule of the thyroid gland does
not usually present any great difficulty in diagnosis. The

age of the patient, the rapid and steady growth of the
tumour, its hardness, its irregular surface, its tixity, its

tendency to infiltrate surrounding parts and to involve the
recurrent laryngeal nerve, the carotid artery, the trachea, and
the oesophagus, are common characteristics which leave but
little room for doubt as to the diagnosis. At this stage, how-
ever, surgical treatment other than palliative is quite hopeless.
If we are to do anything towards curing this terrible disease
the diagnosis must be made early, while the disease is still
confined within the gland, while there is still a possibility of
complete removal of the tumour by a thorough operation. I
will limit my remarks, then, to the diagnosis of the disease
in this early stage.

In the first place malignant disease of the thyroid seldom
occurs before the age of 40 years. The youngest patient who
has come under my notice was a man, aged 25 years. But his
was a very unusual case. A definite rule mav be laid down
that when in the thyroid gland of a person over 40 years
of aqe a tumour appears 7vAicA is hard, whieh steadily and
rapidly inereases in size, and wkiell is not of an infla-mmatory
nature, the malignancy oj suefe a t1lmour sllOu1d be strorigly
81lspeeted. If, moreover, the surface of the tumour is

irregular and bossy and if there is likewise dysphagia
and pain in the neck, shooting up to the side of the head
or to the shoulder, then the diagnosis is strongly confirmed.
But there are several common innocent tumours of the
thyroid which may simulate malignant disease. A simple
cyst hitherto unnoticed may, from extravasation of blood
or from inflammatory secretion into its interior, suddenly
appear as a small hard lump. Not uncommonly such cysts
cause at first a good deal of pain which adds to the difficulty
of diagnosis. The roundness of the tumour and the smooth-
ness of its surface are, however, the characters which will
usually suffice for the diagnosis of a cyst. A cyst of this
kind, moreover, does not steadily increase in size. It attains
its full size in a few hours or in a day or two and after-
wards either remains stationary or at most increases in size
but very slowly. A very hard, intensely hard, nodular
tumour may be found in the lower part of the thyroid of a
person who says that he has only been aware of its existence
for a few days. Such a tumour is probably an old calcified
or fibroid nodule which has really existed for years but
owing to its small size and deep situation has escaped notice.
Many such cases have come under my observation. If there
is any doubt as to its possible malignant nature a delay of
a few days will show that the tumour is not increasing in
size. Its free mobility will probably also point to the
innocency of its nature.

There is a curious form of chronic painless inflammation
of the thyroid which is not very uncommon in elderly women
and which may be very difficult to distinguish from a slowly
growing form of malignant disease unless an exploratory
operation has been performed. Even after removal of the
tumour and examination by the microscope the diagnosis is
not always very clear. I have little doubt that some of the
cases reported in literature as round-celled sarcoma of the

thyroid are really of this nature.
Malignant disease of the thyroid, as I have said, is almost

always characterised by its hardness, but there is a rare
form of sarcoma which is quite soft and is likely to be
mistaken for a cyst, an abscess, or an extravasation of blood.
The steady and rapid growth and the nodularity of the
tumour are the most characteristic diagnostic features.

There are two somewhat rare forms of malignant disease
of the thyroid which stand somewhat apart from the ordinary
sarcoma and carcinoma and which run a much slower and
less malignant course. One is the papilliferous cystic
tumour, characterised microscopically by the presence of
numerous delicate papillary intra-cystic growths. These
tumours are analogous to the papilliferous tumours
of the ovary. They have a great tendency to recur

in situ and but little tendency to disseminate. Their
clinical course often extends over many years and they
are extremely suitable for operation, even when they have
already attained a considerable size. Mr. Arthur Barker has

published a case of this kind in which the total duration of
the disease was not less than 18 years. The first operation
for the removal of the tumour was performed 10 years before
the death of the patient. Another unusual form of malig-
nant disease is that which is commonly known by the objec-
tionable term of "malignant adenoma." 

" 

By this term is
meant a tumour which at first sight, and even after careful
microscopical examination, appears to be innocent but which
nevertheless is found to reproduce itself in distant parts of
the body. The secondary tumours frequently present
a very close resemblance in structure to that of the
normal thyroid gland. I do not propose to enter
now at any length into a discussion of this most

interesting group of tumours. It includes several distinct
forms. In some cases undoubtedly both the primary and
the secondary tumours are to be regarded as malignant and
it is well to remember that there is nothing unreasonable in
supposing that the epithelium of a secondary growth can
preserve both the characters and the functions of the

epithelium of the gland whence it primarily came. Thus

thyroid epithelium preserves the property of secreting colloid
material whether it is in the thyroid gland or in a distant
secondary tumour. Many of the primary tumours are un-
doubtedly cases of malignant disease in which the true
structure of the tumour has been erroneously described.
But there appears to be good reason for believing that some
at any rate of the primary tumours have failed to disclose,
even after careful microscopical examination by competent
observers, any structural evidence of malignancy. The true

pathology of this very interesting class of tumours has yet
to be thoroughly worked out. At present it seems to me
best to regard them all simply as malignant tumours of a
peculiar nature.

TREATMENT.

I have devoted most of the time at my disposal to the
subject of diagnosis because the appropriate treatment of
any given case of goitre must necessarily depend very much
upon correct and accurate diagnosis. The principles which
guide us in treatment are comparatively simple and their
correct application is not difficult provided that our diagnosis
is well founded.

In the first place we should look to the cause of the goitre
and if the goitre is of the parenchymatous variety and is in
n early stage, a good deal may be done for its cure by
removing that cause. There is no doubt that a very large
proportion of parenchymatous goitres, although not all, are
lue to the ingestion of a poison contained in the drinking-
water. We do not yet know what is the exact nature
)f that poison although we have abundant proof of
;he existence of a goitre-producing poison in certain
vaters. It is but reasonable, then, to inquire into the quality
md source of the water that the patient drinks and if

possible to substitute for it a purer and better water. But
,hese remarks must be held to apply only to early cases of
parenchymatous goitre. In the case of cystic and adeno-
natous goitres and old parenchymatous ones in which
,econdary changes, such as fibrosis, have occurred it is
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useless to expect benefit from a mere change of water-
supply. I do not propose to enter into that most interesting
and fascinating subject of the essential cause of goitre, much
as I should like to do so.

Drugs in the treatment of goitre.-With regard to the use
of drugs in the treatment of goitre it is naturally chiefly in
the early stages of the parenchymatous form of the disease
that we may expect most benefit from their use. In the case
of cysts and of old parenchymatous goitres which have
undergone much secondary change they are of little or no

value. Encapsuled adenomata are seldom affected by
drugs, but I have some reason for believing that very
soft adenomata in young people are to a certain extent

beneficially influenced by their administration.
The two drugs which stand in the first rank, far above all

others, in the medical treatment of goitre are, of course,
iodine and thyroid extract and I need do no more than
mention them. I need likewise only mention external

applications, such as tincture of iodine, which are sometimes
useful, especially if applied freely ; iodine is absorbed and
acts just as if it had been taken internally.
Removal oj goitre by operation.-I now come to what

is from the surgical point of view the most important method
of treatment-namely, removal by operation. I need hardly
remind you that operations for the removal of goitre may be
divided in the main into two, an extra-capsular operation
known as extirpation, and an intra-capsular, or more properly
an intra-glandular, operation known as enucleation. In the
first the operator keeps outside the capsule of the gland,
ties all vessels before they are cut, and, in short, makes a
careful, deliberate dissection. He must see exactly what he
is doing at each step of the operation and he must take
special care not to wound the various important structures,
such as the recurrent laryngeal nerve, the jugular vein, &c.,
which lie in immediate contact with the thyroid gland. In
the enucleation operation the surgeon must cut into the

gland itself until he comes to the surface of the encapsuled
tumour, and then with blunt instruments he proceeds to
enucleate the tumour from the glandular bed in which it lies.
Now enucleation is suitable only for encapsuled tumours

and it is very important to bear this in mind. In the last
few years this operation has become very popular and I
notice a tendency in certain quarters to perform it in cases
that are not really suitable for it. If properly performed
upon a suitable case it is an operation attended by scarcely
any risk. But if attempted in an unsuitable case it is by
no means free from risk, and especially from risk of haemor-
rhage. In enucleation, as ordinarily performed, the tumour
is shelled out more or less rapidly, no attempt being made
to stop the haemorrhage until the tumour has been removed.
In some of my earlier operations, when I had had but little
practice in enucleation, it happened occasionally that a good
deal of blood was lost, chiefly from delay in getting the
tumour out or from attempting to perform a simple enuclea-
tion in cases of very large tumours, which are more suitable,
in my opinion, for the modified operation of resection-enuclea-
tion. In the latter operation the haemorrhage is much more
under control because most of the main vessels are tied or
clamped before the tumour is enucleated. Although I have
never in any of my own enucleation operations known haemor-
rhage to be so severe as to threaten life, yet I have seen
deaths from this cause in the hands of others and have from
time to time heard of other such cases. Probably in nearly
all these cases the excessive haemorrhage was due to the
enucleation having been attempted in cases in which no
enucleable tumour was present, or in which the tumour was
so large that it ought to have been dealt with by some
modification of the operation such as I have mentioned.

I observe that within the last month the senior surgeon of
one of the London hospitals, in some clinical remarks upon a
case of goitre, draws attention very rightly to the danger of
haemorrhage during the operation of enucleation. In the
course of his remarks about his case, however, he tells
us that the patient was a girl, aged 16 years, with an
obvious enlargement of the whole gland, one half being
larger than the other, and being composed of several nodular
masses. He goes on to say that he would have no hesitation
in selecting enucleation as the operation to be performed.
If this is the kind of case for which enucleation is recom-
mended without hesitation I am not at all surprised that he
is impressed by the seriousness of haemorrhage.

1 I  have elsewhere discussed this subject at some length. See
"Diseases of the Thyroid Gland and their Surgical Treatment," J.
and A. Churchill, 1901, Chapter V.

Multiple enucleation adds considerably to the severity of
the hemorrhage if the tumours are at all large. The older
the adenoma or cyst the more likely is it to have a tough>
thick wall, and the more easy will it be therefore to
enucleate. I remember on one occasion being able to
enucleate an old cyst as large as a goose’s egg in a man, aged
64 years, without having to tie a single vessel. But this is
very unusual. ’ Solid adenomata in young people, especially
if embedded in a considerable amount of parenchymatous.
goitre, are often difficult to enucleate, as hemorrhage is apt
to be profuse and as the wall of the tumour is frequently very
thin and not always easy to recognise. It is often better-
under these circumstances to do a simple extirpation of one
lobe rather than run the risks of an enucleation.

It will be gathered from what has been said that I con-
sider extirpation, or its modifications, resection, or resection-
extirpation, to be the proper operation for cases of parenchy-
matous goitre demanding any operation ; for those cases.

also in which there are many cysts or adenomata distributed’
throughout the gland it is generally to be preferred to-
enucleation.

In the great majority of cases of parenchymatous goitre no-
operation at all is desirable. Either the goitre is amenable-
to medical treatment or it does not cause sufficient trouble to
warrant the performance of so severe an operation as extirpa-
tion. For mere deformity I hold that extirpation of a
parenchymatous goitre is unjustifiable, except possibly in
certain very exceptional cases. It is dyspnoea, and especially
increasing dyspnoea, which does not yield to medical treat-
ment, that calls for this operation. The more severe the-
dyspnoea the more urgently is the operation demanded. In

young people serious dyspnoea occasionally supervenes very
rapidly. A remarkable case of this kind occurred to me last
summer. A girl, aged 14 years, was sent to me by Dr.
Herbert Tilley on account of a parenchymatous goitre which-
had been noticed only three weeks. In spite of energetic
medical treatment the dyspnoea had steadily and rapidly in-
creased. A few hours after I first saw her I received an urgent
telephone message to say that she was suffocating. On my
arrival she was deeply cyanosed and already unconscious.
Fortunately, everything had been prepared for operation, so
I immediately took up a knife and cut right down upon the
goitre as she lay there in bed. Inserting a forefinger behind
the left lobe I drew this forcibly forwards so that in less than
two minutes from the beginning of the operation the pressure-
upon the trachea had been relieved. I was then able quietly
and deliberately to remove the whole of that lobe and about
one half of the opposite one. It was seen that the lateral
walls of the trachea were actually in contact, so that the only
space available for breathing was a very small chink at the
anterior part. The goitre was purely parenchymatous, was
about as large as an orange, and was largely substernal.
The patient did not regain consciousness until an hour after
the operation had been finished. She never moved during
the operation and afterwards she told me that she had not
the slightest recollection of my arrival or of any operation
having been performed. She made a rapid and excellent
recovery and when I last saw her, two days ago, she was found
to be in perfect health in every respect.
There are two classes of goitre in which dyspnoea is apt to-

supervene very quickly and to be a very serious danger to
life. One is the rapidly-growing goitre of girls and boys at,
the age of puberty, such as that which I have just described.
The other is that in which there is a small deeply-seated
swelling, generally an encapsulated tumour, lying behind
the clavicle or the sternum. Patients with the latter kind of’
goitre are almost invariably adults. A swelling in this
situation is likely to become suddenly displaced into the
upper opening of the thorax and to cause most dangerous
dyspnoea. Or such a tumour may suddenly become enlarged
from inflammation or more commonly from hemorrhage into
its interior. Several instances of both these occurrences have
come under my notice. These tumours are generally easily
and most satisfactorily treated by enucleation, however
deeply they may be situated.

In enucleation, as in extirpation, it is almost always
dyspnoea that calls for the operation ; occasionally it is
dysphagia, especially in the case of small tumours projecting
from the back of the gland and pressing upon the oesophagus
and pharynx. For mere deformity it is quite justifiable to
perform an enucleation, if the patient desires it, provided
that the operator is certain that the operation can be easily
performed with little or no risk to life.
Time prevents me from entering at any length into the
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subject of the surgical treatment of exophthalmic goitre and
of malignant disease. With regard to the former I would

only say that the cases in which removal of any part of the
goitre is advisable must be very exceptional. Occasionally
’benefit can be obtained from ligature of two or three of the
thyroid arteries, but it must be remembered that even this
operation is by no means devoid of danger. With regard to
the practice of cutting or excising the cervical sympathetic
nerve for Graves’s disease I look upon it as wholly unjusti-
table. Founded upon an entirely erroneous view of the

pathology of the disease, uncertain and often most dangerous
in its results, it has in my opinion nothing whatever to
recommend it.
Malignant disease of the thyroid is seldom seen early

enough to permit of any operation for its removal. It must
be treated on the general principles that guide us in the
treatment of malignant disease elsewhere. If there is a
reasonable prospect that the whole of the disease can be
removed by an operation that will not kill the patient or
leave him after recovery worse than he was before the opera-
tion, then it should be undertaken. If it is impossible to
remove the disease-and this is generally the case-then
something may be done to relieve urgent symptoms, such as
dyspnoea, dysphagia, and pain. The surgeon who undertakes
to remove a malignant goitre the diagnosis of which is no
longer doubtful must be prepared to meet with con-

siderable difficulties. If the removal is to be satisfactorily
accomplished he must be prepared to perform, if necessary,
some very large operation, including perhaps such a

severe proceeding as resection of a portion of the internal
jugular vein or carotid artery, or even parts of the trachea
or oesophagus Whether these very extensive operations are
really worth doing seems to me very doubtful. On the other
ttand, the removal of a malignant goitre in its early stage
while the tumour is still confined within the capsule presents
little difficulty and is often a much less serious proceeding
than the extirpation of many an innocent goitre.

CONCLUSION.
And now, gentlemen, I must conclude what has been, I

fear, a somewhat lengthy address. I trust that I have
not seemed to be too dogmatic in what I have ventured
to say. I have expressed to you ’freely my own opinions
which I have formed on this subject after an experience
which I think I may fairly claim to have been tolerably
extensive. You will probably wish to know what the
results of my operations have been. Without going into
details, I may say, briefly, that the total number of all my
operations for the removal of goitre of all kinds is 155.
Among the earlier operations, or, to be strictly correct, among
the first 4. there were four cases of death. The only death
in the last 109 cases was that of a woman who was admitted
to the Royal Free Hospital with much cyanosis, a

large and partly substernal goitre, and signs of an intra-
thoracic tumour of uncertain nature. After a consulta-
tion with my medical colleagues I performed an exploratory
operation and removed the substernal portion of the goitre.
The wound ran a normal aseptic course but the dyspnoea
and cyanosis were not relieved. When the patient died,
rather more than three weeks after the operation, it was
found that the dyspncea was due to a sarcomatous tumour of
the root of the lung and mediastinum secondary to a small
primary growth of the abdomen. This death is also the only
one that has occurred to me after any enucleation operation.
the total number of which amounts at the present time to
- exactly 100.

HEALTH OF HEAVITREE, EXETER.-Dr. J. F.
Wolfe, the medical officer of health, in his annual report to
the Heavitree Urban District Council states that during 1901,
on an estimated population of 7527, there were 130 births
registered, equal to a rate of’17’19 per 1000. The total
number of deaths was 114, equal to a rate of 15 -08 per 1000.

VACCINATION REGULATIONS.-At the meeting of
the Helston Board of Guardians held on March 29th a letter
was read in which the Local Government Board replying to a
communication from the guardians stated that the Board of
Guardians had no power to appoint public vaccinators for
primary vaccinations only or to pay its public vaccinators
lower fees than those fixed by the Vaccination Order of 1898,
but if revaccinations were likely to be numerous in the
Helston Union the Board had no objection to the appoint-
ment of suitable stations for the performance of revaccina-
tion and to the payment of half-a-crown to the public
vaccinator for each case performed there.
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I HAVE already stated the opinions of some of the most
eminent writers on the subject with regard to the question of
the communication of typhoid fever directly from one person
to another-that is, through the medium of the air-but I will
now proceed to cite some instances in which the disease is

evidently spread to a considerable extent by means of direct
contagion. Dr. W. Budd in his admirable treatise already
referred to gives a long account of an outbreak of the disease
which he investigated in the village of North Tawton in
Devonshire, where he lived and was in almost exclusive

possession of the field as a medical practitioner. In the
first place he points out that in this village "privies,
pig-sties, and dungheaps continued hour after hour to

exhale ill odours without any subsequent effect on the

public health" and states that he "ascertained by an
inquiry conducted with the most scrupulous care that
for 15 years there had been no severe outbreak of
the disorder and that for nearly 10 there had been
but a single case. For the development of this fever
a more specific element was needed than either the
swine, the dungheap, or the privies were in the common
course of things able to furnish. In the course of time, as

was indeed pretty sure to happen, this element was added
and it was then found that the conditions which had been
without power to generate fever had but too great power
in promoting its spread when once the germ of fever
had been introduced. On July llth, 1839, the first case
of typhoid fever occurred in a poor and crowded dwelling.
Before the beginning of November in the same year more
than 80 of the inhabitants had suffered from it under
my care." He then describes the course of the outbreak,
showing quite clearly over and over again that one person
contracted the disease from another. Later in his book,
after having mentioned some other outbreaks and quoted
various authors to prove that the disease is contagious, he
refers to North Tawton again as follows : "About two years
ago-i.e., in 1873-after an interval of 50 years’ almost entire
immunity this town was again visited by typhoid fever.
Meanwhile a water company had been established by means
of which drinking-water, brought from a considerable
distance in iron pipes, is delivered under high pressure to
every inhabitant. Contamination of this water by human
excreta is an absolute impossibility, and yet in these two
outbreaks of typhoid the population suffered even more

severely than before. In the course of a few months out of
a population of 1500 persons 120 were known to have had
typhoid fever and 11 of their number died." He considers
that in this and in some other epidemics which he describes
"the air was the great medium through which the infection
passed." 

" His final opinion as to the relative importance of
water and air as media for communication of the poison of
the disease is stated as follows : ’’ The exact proportion
which the cases caused by infected water bear to those
caused by infected air is not easy to determine and probably
varies much under different conditions of soil, climate,
season, water-supply, social habits, and sanitary arrange-
iients. As far as my own experience goes I can state that
jhe worst and most widespread outbreaks which I have ever

1 Lectures I. and II., and the first portion of Lecture III. were
published in THE LANCET of March 22nd (p. 793), April 5th (p. 942),
12th (p. 1013), and 26th (p. 1155), 1902, respectively.


